Physician's Report (Dr. G. A. Robinson), January 4, 1929: Heart.-No abnormality or displacement can be detected on palpation, percussion or auscultation. Lungs.-Well marked area of dullness over manubrium sterni. Air entry into both lungs on quiet respiration seems equal, but on exertion it is defective into the left upper lobe. X-ray Report (Dr. Stanley Melville): January 10, 1929.-A swelling, dense in character, more or less obscuring the inner ends of clavicles, and more sharply pronounced on the left side, with lessened translucency of apex of left lung. The trachea, which is also somewhat obscured, is displaced to the right side, and definitely narrowed. The arch of the aorta is depressed. The appearances are more in keeping with some thyroid enlargement, with enlargement of the left lobe, and perhaps a middle lobe passing down beneath the manubrium -sterni, depressing the aorta and displacing the trachea. January 15, 1929.-Marked improvement in mobility of left vocal cord and arytwnoid. The deviation of the larynx is not so pronounced. Opinions on the following points are requested:
(a) Present condition of epiglottis and left vocal cord. (b) Coal-gas poisoning as a possible atiological factor in the paralysis. (c) The pathology of the thvroid and cervical gland enlargement. (d) A large substernal goitre as the cause of all the symptoms, with an added hyperplasia (now subsided) of the lymphatic gland in some way associated with the thyroid enlargement. (e) Prognosis and treatment.
Di8u8s8ion.-Dr. BROWN KELLY said that in this case the epiglottis was strongly twisted to the right, so that it lay obliquely. He thought that the pressure causing the displacement must be acting on the front part of the larynx, because the posterior part was normally applied against the posterior wall of the pharynx. If the whole larynx were twisted, he would expect other signs, e.g., unequal pyriform sinuses. The notes stated that on March 17 the left cord was in the eadaveric position. He thought it might be difficult to judge whether it was in this position or in that of abductor paralysis, the latter being the paralysis commonly Proceedings of the Royal Society of Medicine 28 caused by goitre. In such cases the voice, as a rule, was normal; if affected the change was usually due to a difference in the level of the vocal processes. To-day the left cord seemed to him to be acting normallv, and the case was a good example of recovery from paralysis caused by pressure of a goitre.
In cases of thyroid enlargement it was very important to examine the larynx before performing thyroidectomy, as in a fair percentage, abductor paralysis of a cord would be found, although the voice was normal. If both cords were affected the disease was usually malignant, or else was in the central nervous system.
Mr. HAROLD KISCH said it was difficult to regard this case as being one of simple goitre; the paralysis of the cord, the pressure on the'veins, and the great hardness of the swelling on the left side of the neck had to be explained. He had not seen a simple adenoma or goitre of such stony hardness as this. It was in the supraclavicular fossa, and he did not know whether it was a lymphatic gland or an extension of the thyroid itself. He believed that thbs was a case of malignant goitre. A curious point was the duration, and the fact that there had been some diminution of the symptoms. He would, however, try anti-syphilitic treatment in the case.
Mr. A. D. SHARP said that he had a female patient of the same age, who had paralysis of the left vocal cord. There was a history of repeated loss of voice, with intervals of recovery. It was thought that there must be some mediastinal cause of the paralysis, but neither physicians nor radiologists had found anything abnormal in the chest. She had had repeated attacks of bronchitis and loss of voice during the last four years. On each occasion as the'state of the chest cleared up the vocal cord became mobile. A repeating temporary inflammatory enlargement of a gland pressing upon the nerve might be the explanation of the recurring cord paralysis.
Mr. J. S. FRASER said that in the clinic at Cleveland, Ohio, Dr. G. W. Crile had all his goitre cases examined beforehand by Dr. Waugh, who found paresis of one vocal cord before operation in a certain number of cases.
Mr. H. BELL TAWSE (President) in reply said he had shown this case because there was considerable difference of opinion as to whether non-malignant goitre could cause paralysis of the recurrent laryngeal nerve. At Edinburgh, in 1927, Dr. Brown Kelly had quoted several authorities who had observed paresis or paralysis in approximately 10 per cent. of cases of enlarged thyroids. A Swiss colleague, at the same meeting, had stated that in Switzerland as a rule a distinct vocal palsy indicated malignant degeneration. At a recent meeting of the American Laryngological Association, one speaker had stated that an enlargement of the thyroid gland, no matter how great, or whether substernal or intratboracic, did not exert sufficient direct pressure on the recurrent laryngeal nerve to cause paralysis, and that when paralysis occurred the gland should be regarded as malignant. When he (the President) had seen this patient in March, 1928, his diagnosis had been malignant thyroid. The cervical lymphatic glands were enlarged, and the patient had lost much weight. He had seen her next in October, 1928, after three months' treatment with ultra-violet rays. She was then a different woman, and had remained in perfect health ever since. He, personally, had no doubt that the left vocal cord was mobile.
Adhesion of Soft Palate to Posterior Pharyngeal Wall. Surgical Diathermy followed by Right Hypoglossal Paralysis and Meningitis. Recovery.-DAN MCKENZIE, M.D.-The patient, a woman, aged 32, was operated upon at the Central London Throat and Ear Hospital in July, 1928, the adhesion being destroyed by diathermy. The cause of the adhesion was not clear; it dated from infancy; and she had had a radical mastoid operation performed on both ears.
The diathermy interference was immediately succeeded by acute pain in the nape of the neck, but the patient left hospital, and, though still in pain, went abroad.
When next she came under my care at the French Hospital, in September, 1928, she was seriously ill with severe, continuous pain on the right side of the head, vomiting and dysphagia. The right side of the face was paretic, and the tongue, when protruded, deviated strongly to the right. There was some rigidity of the muscles of the back of the neck. The diathermized area had healed, with the exception of a tough, necrotic patch on the right. The finger in the nasopharynx passed into a deep cavity under the petrous leading towards the tympanum, but a probe could not
